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Follow-Up after EVAR?’’
Dear Editor,
We reviewed the paper by Dias et al.1 with interest in our
weekly journal club. As a group we are committed to
improving the outcome of EVAR, and were interested
to review this study which considered the importance of
maintaining reasonable cost without compromising patient
safety. Currently a number of leading vascular centres are
moving away from regular CT follow up and relying on
ultrasound and radiography instead.2
The paper raised a number of questions which we would
like to clarify. Firstly, Dias et al. mentioned that regular CT
scans can identify non-vascular pathology of clinical
significance; did the authors identify any in their cohort?
What were the outcomes of these?
Secondly, according to the paper, 26 patients were
found to have asymptomatic aneurysm-related pathology
on the CT follow up. This is only 9%, which is below the
figure that would be expected from previously published
data.3 Furthermore, up to 30% of patients who undergo
EVAR may have type II endoleaks.4 We would like to know
what percentage of patients had type II endoleaks in this
cohort and how were they managed.
Finally, 6 of the 279 patients were found to have falsely
negative CT scans and apparently had adverse events.
We would be grateful to know what the adverse events
were and how they were identified and treated.
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Response to comment on ‘‘Is there a Benefit of
Frequent CT Follow-Up after EVAR?’’Dear Editor,
We would like to thank Dr Lyons and her colleagues for their
interest in our article focusing on the follow-up after
EVAR.1 The preoperative CT-scans were routinely reviewed
for abdominal pathology other than the aneurysm.
However, this information was not registered in our data-
base and was not analyzed.
Twenty-six patients (9.3 %) got a benefit from the CT
follow-up. Patients with asymptomatic findings not
requiring a reintervention, such as type II endoleaks
without aneurysm expansion, were considered as not
benefiting from the CT follow-up. Fifty-three patients had
a type II endoleaks at some time, however only a small
proportion underwent reinterventions since the majority
sealed spontaneously or were associated with diameter
stability or shrinkage. Translumbar puncture with glue
embolization was the preferred method for embolization.
The follow-up CT-scans were unable to reveal the
upcoming symptomatic adverse events in 6 patients. Two
patients underwent further endografting as they developed
endoleaks with rapid expansion of the AAA after the last
available CT-scan. In two other patients thrombus wasDOI of original article: 10.1016/j.ejvs.2008.12.019.
Correspondence 651noticed within the stentegraft lumen on the CT, but this
was considered haemodynamically insignificant. Both
patients developed limb ischemia requiring restenting of
the stentegraft limbs. In another patient, a pseudoaneurysm
in the groin after a femoro-femoral bypass was overlooked
and the patient developed acute limb ischemia requiring
surgical repair. One final patient underwent restenting of
a significant restensosis of a superior mesenteric artery.
We reiterate the importance of improving the follow-up
after EVAR, which may increase the cost-effectiveness of
EVAR and, thereby, allow an even wider application of the
technique.
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Comment on Do Both Genders have the Same
Ankle-brachial Index?Dear Editor,
Ramos et al. should be commended for their study on the
epidemiology of peripheral artery disease (PAD) in Spain.1
However, we are concerned by the accurate estimation of
the PAD prevalence in women. While it is well-established
that young women are relatively protected from athero-
sclerotic diseases, the authors found an almost 3-fold
higher PAD prevalence among women than men <45 years.
In women, 34% of their PAD cases were under the age of 55,
compared to only 10% in men. Similarly, they reported
a men/women PAD sex-ratio at 1.33 based on an ABI< 0.90,
while the same ratio was at 12 for symptomatic PAD, based
on the Edinburgh questionnaire.
In a subset of participants of the Multi-Ethnic Study of
Atherosclerosis2 with normal ABI and no traditional
cardiovascular risk factors, ABI was 0.02 lower in women
than in men, which would have lead to a þ10% PAD over-
estimation in women if a unique ABI threshold at 0.90 was
used. In the ABI collaboration study,3 the risk of mortality inDOI of original article: 10.1016/j.ejvs.2009.04.013.men with an ABI within 0.81e0.90 was equivalent to women
with an ABI within 0.71e0.80.
The normal ABI threshold should be lower in women than
in men. Further studies are still required to quantify this
difference.
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Response to comment on: The Role of Sex in Normal
Ankle-Brachial IndexDear Editor,
We appreciate the comments of Aboyans et al. regarding
our recent work on the epidemiology of peripheral artery
disease (PAD), and we agree with their observation about
the involvement of sex in normal ankle-brachial index
(ABI).1 Our data show that 2.7% of women under 55 have
ABI< 0.9, but, notably, 97.7% have ABI> 0.8. Thus, most
would be considered PAD-free if a lower cut-point for
normal ABI were established for women.
Aboyans et al. propose that the difference in ABI
between men and women without other evidence for PAD
must be related to other conditions than atherosclerosis.3
Their suggestion that arterial stiffness may contribute to
this difference is especially interesting. Recent studies
suggest that ABI underestimates arterial obstruction in
the elderly.2 Increased arterial stiffness and greater
artery calcification in these patients may play anDOI of original article: 10.1016/j.ejvs.2009.06.025.
